Background and Objectives: This study describes the program requirements, workforce competencies, and barriers for dementia capable care coordination within health plans from seven states participating in the Center for Medicare and Medicaid Services demonstration programs for dually-eligible Medicare and Medicaid beneficiaries. Research Design and Methods: Data came from contracts, policy documents, and 24 semistructured key informant interviews with national experts and leaders from community-based organizations, advocacy organizations, researchers, federal and state government, and health plans in the seven states. Results: Contracts included language mandating care coordination practices deemed dementia-capable, including workforce qualifications, training, and experience; dementia screening; involvement of a caregiver in the care planning process; and education, support groups, and referral resources for people with dementia and their caregivers. There was little consistency across states in their dementia capable requirements and informants questioned the dementia capability of the care coordination workforce and practice. However, promising practices and areas for improvement were identified. Discussion and Implications: The variability of the duals demonstrations made it difficult to compare across states. The three-way contracts were often the starting point of a process to more clearly define policies and practices in each state including workforce requirements. Efforts should be made to further adopt and translate evidence-based practices into health systems and evaluate promising practices.
Background
The Problem of Dementia
As of 2015, an estimated 5.4 million Americans had Alzheimer's disease, costing the U.S. $226 billion in health care costs (Alzheimer's Association, 2015 , 2016 . Medicare and Medicaid were expected to cover approximately 68% of these costs or $153 billion (Alzheimer's Association, 2015) . Persons with Alzheimer's disease and related dementias (ADRD) frequently have other serious comorbid chronic health conditions (Bynum, 2009) . People with serious medical conditions and ADRD are more likely to be hospitalized, and hospital length of stay (LOS) is longer, than people with the same conditions without ADRD. They are also more likely to utilize other health care services than
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Two-thirds of people with ADRD live in the community and are cared for by unpaid family or friends, generally referred to as "informal" or "family" caregivers (Alzheimer's Association, 2012) . In 2014, caregivers of people with ADRD provided approximately 17.9 billion hours of caregiving services valued at an estimated $217.7 billion (Alzheimer's Association, 2015) . Furthermore, caregivers of people with ADRD had $9.7 billion in additional health care costs of their own as a result of the physical and emotional burden of providing care to someone with ADRD (Alzheimer's Association, 2015).
Changing Systems of Care
Recognizing the challenges of coordinating and financing the care for those dually eligible for Medicare and Medicaid, the Centers for Medicare & Medicaid Services' (CMS) launched Financial and Administrative Alignment demonstrations, using new demonstration authority granted in the Affordable Care Act. The demonstrations seek to improve care and control cost through capitated and/or managed-fee-for-service models, aligning financing, and integrating care through care coordination. States participating in these "duals demonstration projects" are presented with opportunities to establish and implement best practices for care coordination and its workforce. Care coordinators are expected to play an important role in ensuring that people with ADRD receive appropriate, well-coordinated, and cost-effective care. However, assuming full financial and care coordination responsibilities for beneficiary long-term services and supports (LTSS) is uncharted territory for many managed care plans. Because capitated demonstration health plans assume full responsibility for all Medicare and Medicaid benefits under one capitated payment, they are especially incentivized to coordinate care and avoid more costly higher levels of care so that their members can remain safely in the community with adequate supports and services.
Three-way contracts between CMS, states, and health plans provide an opportunity to define the qualification, experience, and training requirements of the care coordinator work force. These contracts also provide details on models of care, health risk assessments (HRAs), and care management practices, including the development of an individual care plan and interdisciplinary care teams (ICTs). These contracts also specify how plans should identify and integrate the family or informal caregiver into the care planning process, whether they should assess caregivers' capacity to provide care, and what supports and services caregivers might be eligible for if needs are identified.
The purpose of this paper is to summarize the requirements for the care coordination workforce and practices for people with ADRD and their family and informal caregivers in contracts and through early implementation efforts across seven duals demonstration states. We present information on best practices in leveraging these policies and the care coordination workforce with a focus on improving the quality of care and services for people with dementia and their caregivers.
Care Coordination
Care coordination is defined in many ways, but after a systematic review of these definitions, the U.S. Agency for Healthcare Research and Quality (Agency for Healthcare Research and Quality, 2007) defined care coordination as, "…the deliberate organization of patient care activities between two or more participants (including the patient) involved in a patient's care to facilitate the appropriate delivery of health care services."
Effective care coordination and referral to services and supports for patients with ADRD and their caregivers is especially important and can decrease unnecessary medical services utilization, delay institutionalization, and improve the quality of life of both patients with ADRD and their caregivers (Boots, de Vugt, van Knippenberg, Kempen, & Verhey, 2014; Brodaty, Green, & Koschera, 2003; French et al., 2014; Johnson et al., 2013; Mittelman & Bartels, 2014; Van't Leven et al., 2013) . A lack of knowledge about ADRD and the skills needed to care for an individual with ADRD has been associated with poor patient outcomes, increased caregiver burden, and depression. Care coordination and service interventions that are more intensive, that are adapted to meet individualized needs, and that target both patients and their caregivers reduce caregiver burden, increase skills and knowledge, enhance satisfaction, and prevent or delay institutionalization (Brodaty et al., 2003; Semiatin & O'Connor, 2012) .
Several randomized studies have shown that dementiacapable care coordination is an effective intervention for people with ADRD and their family caregivers that can improve quality and reduce health care costs (Borson et al., 2013; Callahan et al., 2006; Logsdon et al., 2010; Maslow, Fazio, Ortigara, Kuhn, & Zeisel, 2013; Vickrey et al., 2006) . Further, this type of intervention helps to decrease both primary and acute health care usage (Clark, Bass, Looman, McCarthy, & Eckert, 2004; Duru, Ettner, Vassar, Chodosh, & Vickrey, 2009 ).
Vickrey and her colleagues in the ACCESS Project identified 23 recommended dementia-capable care coordination guidelines that they used to develop a disease management intervention for patients with dementia who were enrolled in managed care (Vickrey et al., 2006) . These 23 dementia guidelines fell into four domains: assessment, treatment, education and support, and safety. Assessment guidelines included determining cognitive status, identifying caregivers and determining adequacy of support system, and assessing decision-making capacity, among others. Treatment guidelines included developing a care plan, involving caregivers in care plan development, and nonpharmacological treatment of challenging behaviors. Education and support guidelines included caregiver support groups, respite care, and referral to Home and Community-Based Services (HCBS). Lastly, safety guidelines included the use of safe return programs for wandering and monitoring of possible abuse and neglect. The ACCESS Project care coordinators were either social workers or nurses but the level of certification or licensure of social workers was left up to the participating health care organizations.
The Dementia-Capability of the Care Coordination Workforce
The current workforce needed to provide all types in longterm care in a variety of settings is neither large enough nor adequately trained to meet the needs of the aging population (Spetz, Trupin, Bates, & Coffman, 2015) . It is estimated that by 2030 the United States will need an additional 3.5 million health care providers (Institute of Medicine and Committee on the Future Health Care Workforce for Older Americans, 2008) . There is also a need for health care workers with specialized training in geriatrics and care coordination. This includes a shortage in the workforce needed to coordinate care for persons with ADRD (Warshaw & Bragg, 2014) . A range of professionals, including physicians, nurses, social workers, and direct care workers (i.e., home health care workers and personal health care aides), provide the majority of this care. For instance, more than 114,000 social workers will be needed by 2022 (Bureau of Labor Statistics & U.S. Department of Labor, 2015) .
Design and Methods
This study involved document review and key informant interviews in states participating in a CMS demonstration program for dually eligible Medicare and Medicaid beneficiaries. States were selected for this research if they: (a) chose a capitated financing alignment model, (b) began enrollment on or before January 2015, and (c) included older adults (aged ≥65 years). Our analyses included seven states (California, Illinois, Michigan, New York, Ohio, South Carolina, and Virginia) that had a signed memoranda of understanding (MOUs) or three-way contracts with CMS (The Kaiser Commission on Medicaid and the Uninsured, 2015).
Document Review and Analysis
Document review included three-way contracts between CMS, each of the seven states, and participating managed care plans. The MOUs were comprehensive agreements including detailed language on requirements for each state regarding various practices, including care coordination more generally as well as dementia-capable care coordination practices more specifically. We first reviewed the contracts for sections relevant to the care coordinator workforce overall (definitions, requirements, roles), assessments (dementia screening and caregiver assessments), access to care coordination (frequency of contact, level of service), and care coordination practices (inclusion of caregiver in care planning, referrals to Alzheimer's organizations, AAAs or other providers, supplemental services). Following the initial review, we conducted keyword searches in each of the three-way contracts to ensure that nothing relevant to the study objectives was overlooked.
Key Informant Interviews
Key informants (KIs) were conducted with experts in the care coordination workforce, dementia care coordination, and/or duals demonstration projects from the seven states. The goal of the key informant interviews was to gain a perspective on how each state was planning or implementing the requirements of the MOUs, with a focus on the dementia care coordination requirements. National key informants were asked to provide a perspective on federal policy issues and concerns. KIs were also asked about the processes and conditions that may have lead to the inclusion of dementia-capable care coordination practices in the MOUs. Twenty-four KIs were interviewed. Thirteen of the KIs were considered national experts, another 11 KIs represented specific states, including California (n = 2), Illinois (n = 1), New York (n = 3), Ohio (n = 2), and South Carolina (n = 3). We were unable to secure KI interviews for two states. Other interviewees represented national and state policy experts and community-based providers including CMS and the Area Agencies on Aging. Only three of the invited participants failed to respond or refused to participate and five referred the study team to someone else who was knowledgeable of the topic.
Interviews utilized a semistructured protocol, were conducted via telephone, and lasted 45-90 min. The interviews were recorded and transcribed prior to analysis. KI participants were reassured about their confidentiality and that data would be deidentified and securely stored. Notes and transcribed interviews were analyzed using ATLAS-ti (Atlas-ti version 5.2; [computer software] Berlin, Germany: ATLAS.ti Scientific Software Development GmbH). Thematic analysis, an iterative process, was used to identify themes in the qualitative data. This study received human subject research exemption from UCSF's Committee on Human Subjects Research.
Results
Several key themes emerged in the findings from the document review and key informant interviews. Those include defining the care coordination workforce; workforce requirements, roles, and qualifications, and training; and care coordination practices.
Dementia-Capable Care Coordination Workforce
Semantics Document review revealed that most state contracts defined the care coordination workforce as "care coordinators" or "care managers." Michigan's contract included workforce specifications for both care managers and LTSS service coordinators. Similarly, Ohio's contract required health plans to hire a "care management director" and a "Home and Community-Based Services (HCBS)/LTSS director" that met specific qualifications. In reviewing the documents, we found that the term "care coordinator" referred to an employee or delegated subcontractor of the duals demonstration health plan who coordinates the care of members, conducts HRAs, develops person-centered care plans, convenes ICTs, and ensures that members receive necessary services.
Despite the variability in terminology used to describe care coordinators, some trends emerged from our KI interviews. Often, "care managers" and "care coordinators" were understood to require a higher level of education or certification, such as registered nursing or social work. Occasionally, health plans and Area Agencies on Aging (AAAs) used the term "case manager" to describe the care coordination workforce. "Care navigator" was also used occasionally to imply a workforce that was embedded within a community to improve outreach to difficult to reach populations, such as non-English speaking populations or transient populations. Overall, it was generally found that these terms were often used interchangeably and inconsistently both across and within states by health plans, CBOs, and state representatives. Most of KIs admitted that they did not know difference between these terms and roles. One KI attributed this diversity to the need to allow states to build on existing terminology and practices in their Medicaid, Medicare, and managed care programs.
Care Coordinator Qualifications
Care coordinator qualifications varied by state. Three states required care coordinators to have at least a Bachelor's degree (MI, SC, VA) while three did not (CA, NY, OH) ( Table 1) . Illinois' three-way contract required that care coordinators serving older adults through their "persons who are elderly HCBS waiver" have either a Bachelor's degree or at least four years of experience. Nursing and social work were the most common types of degrees cited.
Although California's MOU defined a "clinical care coordinator" as a licensed registered nurse (RN) or other individual licensed to provide clinical care management, this designation and the degree requirement were not clearly stated and did not appear in the final contract. California's contract stated that care coordination was to be performed by "nurses, social workers, primary care providers, if appropriate, other medical, behavioral health, or LTSS professionals, and health plan care coordinators as applicable." While New York required care coordinators to be nurses, social workers, and therapists in previous Managed Long-Term Services and Supports (MLTSS) contracts, their duals demonstration contract stated that "care managers must have the experience, qualifications, and training appropriate to the individual needs of the participant, and the [health plan] must establish policies for appropriate assignment of care managers." CMS was consistent across contracts in its expectation that health plans match more highly qualified care coordinators, such as nurses or social workers, with members diagnosed with more complex conditions. Several interviewees stated that specific definitions of care coordinators were somewhat broad in order to avoid difficulties for the state in finding qualified individuals to fill these positions.
One concern expressed in the KI interviews was that regardless of educational training, some care coordinators lacked the expertise required to coordinate care for highly complex members, especially those with dementia. For example, RNs may be qualified to coordinate the medical care of their members but may be less proficient at evaluating and addressing their members' psychosocial or LTSS needs.
Care Coordinator Experience
State requirements for experience in care coordination also varied. Some state contracts required care coordinators to be familiar with LTSS, psychosocial services and supports, and/or working with older adults. For example, the MI, NY, and SC contracts required that care coordinators be knowledgeable in several areas important for people with ADRD and their caregivers, including: aging and loss; appropriate support services in the community; depression; challenging behaviors; ADRD; available community services and public benefits; quality ratings and information about available options, such as nursing facilities; and elder abuse and neglect.
Care Coordinator Training
Duals demonstration contracts also presented an opportunity to advance workforce training requirements, especially for care coordinators serving members with complex needs, such as those with ADRD, and their caregivers. All contracts required some level of initial or ongoing training for care coordinators. In most states, however, the specific content for training was largely undefined. Instead, requirements were defined broadly for the ICT, which included care coordinators, providers, members, and family and informal caregivers. Several important areas of training for care coordinators were mentioned in most contracts: person-centered care planning processes; cultural and disability competence; communication, accessibility and accommodations; Americans with Disabilities Act (ADA)/Olmstead requirements; The Gerontologist, 2018, Vol. 58, No. 4 independent living; and recovery and wellness principles. For example, Illinois' contract required that care coordinators were trained on topics specific to the type of waiver (HCBS or the Persons who are Elderly Waiver). California's contract required that health plans designate and train a "dementia care coordination specialist" on: understanding dementia symptoms and progression; understanding and managing behaviors and communication problems caused by dementia; caregiver stress and its management; and community resources for enrollees and caregivers. For instance, one KI noted that a there was a need to train care managers on family systems and how to deal with members with dementia whose health and well being are largely reliant on the smooth operation of family systems and relationships.
Dementia Capable Care Coordination Practices

Dementia Screening and Diagnosis
While contracts required health plans to include cognitive impairment as an element of their HRAs, most did not universally prescribe or require the use of specific survey items or assessment tools. Many HRAs included only one or two questions about memory. As one KI noted, " [T] here is not much attention to how to assess or even how to ask the trigger questions to tell you, you need to go further. I think that's a problem." In contrast, South Carolina included the Saint Louis University Mental Status (SLUMS) examination within their universal assessment tool.
Caregiver Identification, Assessment, and Involvement
Most contracts stipulated that family and informal caregivers be identified and involved in the care planning process. Qualifications or the capacity for caregivers to provide care was assessed in six of the seven states (IL, MI, NY, OH, SC, and VA). The South Carolina contract was among the most prescriptive. Caregiver status and capabilities were assessed using the state's comprehensive assessment tool, Phoenix, and included the caregiver's status, capacity, qualifications, and risks associated with burnout or the ability to no longer perform duties. Several KIs noted the complexities of caregiver involvement in assessment protocols and ICTs, and plans required member's permission to involve them. One KI questioned the extent of caregiver identification, assessment, and involvement regardless of contract requirements, I think they are being mentioned in a lot in these documents, but I don't know the reality of whether they are being assessed or not. I know what everyone says is caregivers are not even identified, let alone assessed. Even if you have a requirement to assess caregiver, if they are not identified it is not going to happen. I think that across the board, caregiver assessment is done way too little.
Most of the contracts required that health plans provide health promotion and wellness activities for caregivers (IL, MI, NY, OH, SC, VA), with several of those states using the same contract language. Health plans "…must provide a range of health promotion and wellness informational activities for enrollees, their family members, and other informal caregivers." Unfortunately, contracts rarely mandated that health plans provide caregiver supports and services to meet the noneducational needs identified through assessments.
Collaboration With the Aging Services Network
The Area Agencies on Aging (AAAs) played a role in care coordination in at least one of the states. In Ohio, the contract required that health plans contract with AAAs to coordinate the home-and community-based waiver services for members over 60 years old (Centers for Medicare & Medicaid Services, & United States Department of Health and Human Services, 2014b). AAAs advocated for this provision in the contract, arguing that plans did not have the expertise to provide these services and that without this provision; members would experience a significant disruption in their care and the relationships they have built with AAA care coordinators. The managed care plans expressed concern about their capacity to control costs in a plan requiring this coordination. A care study of the Ohio requirement to coordinate care with AAOAs discussed the various challenges for both partners with this arrangement (Saucier & Burwell, 2015) .
Promising Practices
KIs revealed some promising practices in dementia-capable workforce development, especially in South Carolina and California. South Carolina's DHHS has contracted with the University of South Carolina Office for the Study of Aging to provide the dementia care coordination training for all health plan care coordinators as required in their contract. Future training needs will be fulfilled in partnership with the South Carolina Alzheimer's Association. Caregiver trainings are also being provided to caregivers of people with dementia whose assessments reveal a need for such training. South Carolina's model of integrating dementiacapable trainings and education into their duals demonstration, with specially designated funds to deliver these services, could serve to inform future replication in other states. We did not collect evaluation or cost information about the South Carolina training program. Such information could be useful to other states in developing needed training.
In 2013, the California Department of Aging, together with Alzheimer's Greater Los Angeles and the Alzheimer's Association of Northern California and Northern Nevada, received funds from the U.S. Administration for Community Living to provide dementia care coordination training to care coordinators within California's duals demonstration health plans. The project, called the Dementia Cal MediConnect Project, also proactively designed a training to meet the requirement in the California contract to provide a "dementia care coordination specialist." The training built upon the literature on dementia-capable care coordination. To date, over 300 health plan care coordinators have received 8 hr of training in dementia-capable care coordination practices, and 44 care coordinators have received an additional 12 hr of training to qualify them as dementia care specialists.
Additional trainings have been hosted and funded by health plans, and an extension grant was awarded to replicate the training in additional California counties. The Dementia Cal MediConnect Project has shown increased knowledge of dementia among care coordinators, and increased reports of dementia-capable care coordination practices (Cherry, Hollister, Howland, Mokler, & Schlesinger, 2015) . Additionally, all health plans participating in the Dementia Cal MediConnect Project (8) reported making dementia-capable practice changes to their delivery of care. Three of the plans changed their health risk assessments to include a screening for cognitive impairment, and three formally adopted a validated cognitive screening tool into their electronic care management system. All health plans reported that they were systematically identifying family caregivers and two plans began using a validated measure of caregiver stress and strain as part of an assessment of the caregiver's needs. Seven of the health plans offer caregiver education, either directly or through a referral to a community-based Alzheimer's organization. Furthermore, two health plans have formally adopted a proactive referral tool, ALZ Direct Connect, to have the Alzheimer's organizations reach out to specific families with an offer of support, disease education, care counseling, and planning and connection to needed long-term services and supports. Recently, the Dementia Cal MediConnect Project has consulted on replication efforts in several states, including Texas and Rhode Island. Additionally, advocates from the Dementia Cal MediConnect Project have encouraged CMS and the California Department of Health Care Services (DHCS) to provide additional guidance to Cal MediConnect plans on recommended and required dementia-capable practices. In March of 2017, CMS and DHCS released an informational bulletin to Cal MediConnect plans which includes, "information about prevalence, cost, and quality of care for Medicare-Medicaid enrollees, and reminds plans of contractual requirements for care coordination staff in dementia care management" (California Department of Health Care Services, & Centers for Medicare and Medicaid Services, 2017).
Implications
Our analyses revealed several promising policies about care coordination workforce requirements, dementia-capable training, and care coordination practices. As duals demonstrations are still in their relative infancy, further evaluation of these practices is needed to determine outcomes related to member and caregiver satisfaction; utilization, costs, and returns on investment (ROI); and feasibility and scalability.
Care coordination is an important component in the implementation of duals demonstrations projects. The three-way contracts between CMS, the states, and health plans include language defining, to some extent, the care coordinator workforce and care coordination practices. The most common professions identified as care coordinator were social workers and nurses. However, labor market projections indicate a shortage of social workers in the future (Berman et al., 2005) . Training requirements for care coordinators were defined in some of the contracts but there was little specification of the training content or identified curriculum. Previous research indicated that geriatrics content is absent or minimal in many professional training curricula (Scharlach, DamronRodriguez, Robinson, & Feldman, 2000) . The stated concerns about making contracts too prescriptive acknowledge the potential negative unintended consequences of making it difficult for health plans to find individuals to fill care coordination positions. Detailed workforce specifications also may prevent innovation and necessary flexibility to achieve the overall goals of care coordination.
However, with the lack of specificity and prescription in the three-way contracts, any health plan efforts to provide a dementia-capable care coordination workforce are challenged by competing demands for resources and time. The duals demonstrations were occurring at time when states and health plans were often adapting to multiple organizational and payer changes. Workforce needs were just one of the elements or reform that providers were attempting to address.
KIs noted that the extent to which care coordinator requirements and practices were defined in duals demonstrations was likely related to several factors: (a) workforce availability and qualifications; (b) existing state policies around Medicaid waivers, Medicare Advantage Programs, and MLTSS; and (c) the stakeholder process and strength of advocacy movements around the creation of the duals demonstrations in the state.
Workforce Availability and Qualifications
Given the national shortage of geriatric-trained social workers, nurses, and nonclinical care coordination staff, imposing strict experience requirements on who could be a care coordinator would be problematic for most states. States with requirements that HRAs be conducted by care coordinators with a clinical degree imposed challenges to hiring sufficient internal staff to meet the HRA completion time requirements imposed by CMS. Especially for nurses, wages for care coordination positions may not be competitive with bedside nursing jobs. Difficulties if finding qualified staff led to some health plans contracting with outside agencies specifically to meet their HRA completion requirements. The workforce shortage has also forced competition for qualified care coordinators throughout the health and social service systems in some states.
Building on Existing Systems of Care
Some of the variability in workforce requirements and practices can be traced back to the tendency for duals demonstrations to be designed upon existing systems of care and practices. For example, much of the variability can be traced to previous Medicaid waiver legislation or existing state terms and definitions. This is evidence of the path dependency of relying on previous policies, systems of care, and terminology already used by the states (Wilsford, 1994) . For example, most states retained the standing terminology related to care coordinators and care coordination. While using consistent terminology across states might be the eventual goal, several key informants agreed that it was most expedient for the demonstration for states to continue to use existing terminology. Similarly, the models of care presented in the contracts often built upon existing programs, resources, and strengths in each state. States with a history of strong Medicaid Waivers often adopted or integrated models of care from those waivers into their duals demonstration. Despite this path dependency, these duals demonstrations also allowed some states to explore new and innovative systems of care.
Some states' contracts required health plans (at least for the initial phases of the demonstration) to utilize the existing LTSS systems to coordinate the care of members requiring those services (CA, OH, VA). While this approach ensured that existing resources and expertise were being utilized and that members had continuity of care through their existing care coordination services, it also forced contracts to perpetuate the existing workforce requirements of these programs and agencies.
Additionally, as noted by KIs, the history and entrenchment of MCOs in the state was a factor influencing the possibility of establishing or replicating promising practices. One possible explanation for the progressive nature of South Carolina's contract is that MCO activity in South Carolina, especially in LTSS prior to the demonstration, was minimal, allowing the state to start from scratch in building their model of care. "We researched other states and tried to learn from their mistakes and from the opportunities that they ran into with their different approaches." However, the presence of an established managed care industry also implies established collaborations, partnerships, and workforce requirements and practices that are crucial to effectively coordinating care across the health and social sectors. Replication of promising practices should consider any variation in MCO entrenchment, capacity, and practices.
Stakeholder Processes and Advocacy
In states like California and South Carolina, promising practices could be traced back to particular advocacy efforts or the work of dementia champions within the state.
In South Carolina, based on the guidance received through their stakeholder engagement process, the Department of Health and Human Services (DHHS) utilized a phased implementation model, delaying the transfer of several care coordination activities from the DHHS to their health plans until later in the demonstration (Centers for Medicare & Medicaid Services, & United States Department of Health and Human Services, 2014a). A KI argued that this ensured that plans had time to build their capacity to serve complex members and reassured advocates in the state that were concerned about health plans' capacity to serve members requiring LTSS. KIs also noted that the lack of a strong presence of MCOs in the state meant that advocates voices were more prominent in the MOU development process than they would have been if their recommendations were diluted by a powerful MCO industry.
In California, many KIs cited the advocacy of Alzheimer's organizations and the role of champions within the state as a key factor in the adoption of dementia-capable care coordination practices such as the inclusion of the requirement for a dementia care specialist. As in South Carolina, this advocacy was facilitated by a strong and open stakeholder process throughout MOU development and implementation of Cal MediConnect. The Dementia Cal MediConnect Project also demonstrated the possibility of formal guidance to health plans issued by contracting entities like CMS or the California Department of Health Care Services, encouraging dementia-capable practices.
Conclusions
Care coordination is important for people with ADRD to ensure that they receive appropriate, well-coordinated, and cost-effective care. In new financing arrangements such as capitated models integrating long-term services and supports (LTSS), care coordination is receiving an increased amount of attention. The workforce needed for care coordination requires further definition and development as the nation strives to care for an aging population. Further research and evaluation is needed to assess and tease out the impact of new or promising practices in care coordination. As more MCOs recognize the burden of caring for people with ADRD and their caregivers, it is hoped that additional attention is paid to the inclusion of dementiacapable care coordination practices in contracts, MOUs, and models of care.
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